Summary: The role of temporary percutaneous endocardial pacing has been examined in a retrospective analysis of all paced patients admitted to one coronary care unit over a 6 year period. The majority of 162 cases (84.6%) were paced for complete heart block complicating acute myocardial infarction. These patients had a higher incidence of previous hypertension, myocardial infarction 
Introduction
Temporary endocardial pacing has been used in acute myocardial infarction since the early 1960s to maintain cardiac output during episodes of extreme bradycardia, heart block and asystole. Before the advent of cardiac pacemakers, the combination of acute myocardial infarction and complete heart block was usually fatal,' but now pacing electrodes can be safely passed percutaneously into the right ventricle under local anaesthesia. There is little doubt that pacing may be life saving in the short term, but long term prognosis is a little more difficult to assess. Prognosis is influenced not only by complications of the procedure (e.g. dysrhythmias, cardiac perforation, septicaemia), but also by the underlying myocardial damage which originally lead to the conduction defect. Many patients effectively treated by acute temporary pacing die from heart failure whilst still in hospital. 2 In patients who have not suffered an acute myocardial infarction, temporary pacing may be required for treatment of chronic atrio-ventricular block, sicksinus syndrome and other special categories. For example, patients with sino-atrial disease or incomplete heart block may be at risk of developing complete heart block (CHB) during drug therapy or surgery; general anaesthesia with fluorinated hydrocarbons may adversely affect atrio-ventricular conduction.3
Previous studies have concentrated on the evolution and prognosis of heart block following acute myocardial infarction4'5 and the role of temporary pacing has not been considered since the early small series.2'6'7 We have therefore reviewed our practice to ascertain the role which temporary cardiac pacing plays in a typical coronary care unit by studying 4 Possible perforation of the heart was seen at postmortem in three cases, but not suspected at the time of death. Two of these had extensive myocardial infarction and rupture of the heart. In the remaining one patient there was a 200 ml bloody pericardial effusion.
It was not possible to determine whether catheter perforation was responsible for death in any of these cases. No clinical evidence of perforation was noted in any other case. Prophylactic wires have been advocated in those who develop atrioventricular or interventricular block in the presence of anterior myocardial infarction,'0"' Of the 12 patients with myocardial infarction in whom prophylactic wires were inserted, half developed complete heart block (Table IV) . Antero-septal myocardial infarction with right bundle branch block (RBBB) had a poor prognosis (67%), regardless of whether CHB developed and was associated with cardiogenic shock and refractory heart failure. This supports the findings of previous studies. 2 Hypertension, pre-existing diabetes mellitus and high admission blood glucose concentrations were common predisposing factors for those developing Since it is usually junior doctors who make the immediate decision to pace or not, firm guidelines should be established on units to prevent the unnecessary morbidity, mortality and expense associated with the procedure.
